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As a new policy of the Journal, the Board of Editors have decided to invite views of noted experts in the field of actual and controversial problems in vascular diseases. These views will be presented as "special editorials."
These editorials do not necessarily reflect the consensus of the Board of Editors of the Journal, and the Board will make no efforts to impose its views on them. They are intended to present individual opinions from the leaders of our profession.
We will also invite and, if possible, provide a place in the Journal for the expression of opposite viewpoints. PROFESSOR A. MICHAEL BOYD, F.I.C.A. Chairman, Editorial Board EDITORIAL CORONARY VEIN BYPASS SURGERY-A CRITIQUE Any procedure to improve the blood supply to ischemic myocardium must of necessity have as its goal an improvement in the symptomatology, morbidity, and possibly mortality expressed as less frequency and severity of angina pectoris, possibly improvement in congestive symptoms, and fewer episodes of myocardial infarction.
Although studies are available which would indicate that the operation improves coronary blood flow and left ventricular function, an improvement in physiology without concomitant improvement in morbidity and mortality might not justify the surgery. Likewise, the demonstration that a patient has an anatomical situation which is amenable to surgery does not alone justify the surgery unless improvement in morbidity and/or mortality may be anticipated.
Since this procedure was first performed about May 9, 1967, not enough time has elapsed to evaluate longevity; it would be unwise at this time to perform the surgery solely with the expectation of prolonging life (except in unusual circumstance, like left main stem occlusion).
One is therefore left, at this time, with the chief justification for performing the surgery as an improvement in morbidity and relieving angina, and returning the patient to work.
The treatment of patients in shock due to myocardial infarction by this procedure must be regarded as in the developmental phase both because too few patients have been operated on and because some unoperated cases examined at postmortem have shown large areas of infarcted myocardium (averaging around 40% ) , so that in such a one would be in the untenable situation at surgery of bringing new blood to infarcted myocardium.
One patient with a history of myocardial infarction who is relatively asymptomatic, is probably not a candidate now because the purpose of surgery in this type of patient would be to prolong life and prevent recurrences of myocardial infarction-neither of these objectives has been demonstrated as yet.
Bypass surgery to limit the extent of an infarcting myocardium is unwise (at present) as one does not yet know if the purpose is accomplished, the operation on a patient with an infarcting myocardium could be expected to carry with it a high morbidity and mortality rate (coronary angiography in this setting is even hazardous) and a significant number of these patients can be anticipated to infarct or extend their infarctions as a result of the diagnostic procedure alone, much less than the revascularization procedure.
One is therefore left for the present with angina pectoris as the chief indication for the surgery. The natural history of patients with so-called unstable angina pectoris (defined as chest distress of myocardlial ischemia occurring for the first time within the previous four weeks, or recurring within the previous four weeks after an interval of freedom or abruptly increasing infrequency or severity) would appear to be more optimistic than previously thought. In one series of 167 patients followed up to 18 months, 14% developed myocardial infarctions and only four died; this relatively benign prognosis was noted in another series of patients with this syndrome; conservative therapy is probably indicated in this group. This leaves the group of patients with severe angina pectoris intractable to the best available medical therapy, with significant occlusive disease, distal reconstitution, and a decent myocardium as the chief group upon which this procedure should be performed.
Without attempting to minimize the potiential value of coronary bypass surgery, one should be aware of the &dquo;imponderables&dquo; of this procedure-the fate of the graft (rarely thrombosis, less rarely intimal hyperplasia), the fate of the arteriosclerotic process in the coronary arterial system in general and the distal bypassed coronary artery in particular, the preference of artery as opposed to vein for bypass material, the optimal relative diameters of the vessels involved, the optimal angle of anastamosis, the presence of and the effect of turbulence, the effect of surgery on pre-existing collaterals, and the incidence of acute myocardial infarction during surgery and the immediate postoperative period.
